Excessive use of antibiotics has resulted in bacterial resistance to antibiotics, representing a major public health threat, particularly in light of the dwindling supply of newer antimicrobial drugs. [18] [19] [20] [21] [22] [23] [24] Reducing demand for antibiotics for self-limiting conditions is considered the most effective way of preventing further antibiotic resistance. 19 Psychological iatrogenesis is also an important consequence of inappropriate antibiotic prescribing, leading to an increased belief in the effectiveness of antibiotics, intention to reconsult with similar problems in the future, and reluctance to self-manage. 4, 8, 25, 26 Research highlights several reasons why clinicians prescribe antibiotics for selflimiting RTIs, including perceived pressure from patients to prescribe antibiotics, fear of complications following non-prescribing, the belief that prescribing antibiotics is quicker and easier than challenging patients' views of antibiotics, and to protect the doctor-patient relationship. 12, [27] [28] [29] [30] This suggests that the decision to prescribe antibiotics is primarily based, not on clinical indicators, but on factors arising from the interaction between patient and doctor.
To address the problem of inappropriate prescribing while also taking into account these patient-related factors, in 2008 the National Institute for Health and Clinical Excellence (NICE) introduced a 'delayed prescribing' strategy for dealing with common RTIs. 4 Delayed prescribing (DP) involves giving patients a prescription, with instructions to use it later if symptoms persist or worsen. Alternative ways of using DP include post-dating the prescription so that patients cannot 'cash it in' until a specified date, or instructing patients to collect the prescription from the practice reception at a later date if needed. The main benefits cited for DP are that it provides a
Aim
To investigate how DP is used within UK primary care, and the benefits and challenges associated with this strategy.
Design and setting
Qualitative interview and focus group study in UK scheduled and unscheduled care primary care settings.
Method
Data were gathered through semi-structured interviews (n = 49) and six focus groups with GPs, trainee GPs, and nurse prescribers (NPs). An iterative analysis approach, using grounded theory principles, was used to generate themes from the dataset.
Results
Prescribers were familiar with DP but used it infrequently. DP was often used to manage diagnostic uncertainty, although NPs, trainee GPs, and GPs working in unscheduled care services preferred patients to reconsult under these circumstances. Prescribers used DP to avoid conflict, although some had found more effective strategies to achieve this. Prescribers were generally uncomfortable giving clinical responsibility to patients, and DP was perceived to communicate a conflicting message to patients about antibiotic efficacy.
Conclusion
DP was not considered to be a helpful strategy for managing patients with self-limiting respiratory tract infections within primary care and the findings do not support the centrality of DP in NICE guidelines as a primary means of reducing antibiotic prescribing. Future training and guidelines should encourage alternative ways of communicating empathy, addressing patient beliefs, and encouraging selfmanagement.
'safety net' in the event that complications develop, and may be more agreeable than the no-prescribing strategy to those patients who have strong expectations for antibiotics. 4 A Cochrane review of 10 randomised controlled trials found that DP resulted in a reduction in antibiotic use for the presenting problem compared to immediate prescribing (32% versus 93%). 31 However, antibiotic use in the no-prescribing group remained the lowest at 14% (with these patients presumably obtaining antibiotics from elsewhere following the initial consultation). 31 Patient satisfaction was high across groups, with no benefit found for DP over not prescribing. The review found that the way DP is administered had a marked effect on use; 28% of scripts were filled when antibiotics were left at reception, compared to 40% when the prescription was given with instructions to delay. 31 This suggests that DP may not address patients' beliefs about RTIs but is more likely to be influenced by the ease with which the prescription can be filled. This is supported by the finding that patients who receive an immediate prescription report similar intentions to reconsult with similar problems, compared with those given a delayed prescription. 32 A small Australian qualitative study found that doctors saw DP as potentially useful for managing patient pressure for antibiotics. 33 Other perceived benefits included giving patients more responsibility and preventing inconvenience for patients. However, doctors were concerned that they had to judge whether patients were suitable for DP and that this approach might lead to patients perceiving them as indecisive or incompetent. 33 In contrast with the NICE suggestion that DP can provide a 'safety net' in case of complications, some doctors expressed concerns that DP could lead to missing more serious illnesses. 4 The Cochrane review found no evidence that DP is safer or more harmful than a 'noantibiotics' strategy. 31 A further study of Norwegian primary care found, similarly, that DP requires judgements to be made about patients' ability to make clinical decisions. 34 Edwards et al found that only 10% of patients presenting with a RTI are given a delayed prescription; 35 however, those that were, reported feeling confident in making the judgement of whether or not to take the antibiotics. Taken together, the emerging literature indicates that while DP may be beneficial in some circumstances, it is still associated with a number of problems that need to be overcome if the DP strategy is to be implemented successfully in the future.
There are significant cultural differences in antibiotic use; 22, 36, 37 hence, the current literature on DP may have limited generalisability within the UK. Furthermore, research has so far focused only on the views of family doctors, without considering non-medical prescribers who are increasingly responsible for prescribing antibiotics for RTIs. It is not currently known if these prescribers face similar, additional, or alternative issues to GPs within RTI consultations. Given that it has been 3 years since the introduction of the NICE guidelines recommending DP as an additional strategy for managing selflimiting RTIs, it is timely to investigate how DP is used by UK primary care prescribers, and the perceived benefits and limitations of this approach.
METHOD
A qualitative interview and focus-group approach was used to allow greater access to the views and practices around DP among different groups of practitioners.
Sampling and setting
Purposive sampling was used to select participants, to ensure a full range of views were represented. 38 Sampling was conducted to achieve maximum variance in occupation, experience, training level, prescribing setting, and level of antibiotic prescribing of a practice. Participants were recruited through a variety of methods including phoning practices and advertising at local training events. A total of 228 prescribers were approached directly and 30 agreed to take part (13.2%). Further responders were identified through
How this fits in
Despite usually being viral, respiratory tract infections (which are self-limiting in nature) still often result in an antibiotic prescription. The National Institute for Health and Clinical Excellence recommends delayed prescribing as an alternative strategy to no prescribing. UK GPs and nurse prescribers use delayed prescribing infrequently and uncomfortably to manage diagnostic uncertainty and avoid conflict. Delayed prescribing is not perceived as a helpful method for managing patient and clinician concerns about self-limiting respiratory tract infections, and more effective communication strategies exist.
advertising and snowballing techniques. In total, 49 prescribers agreed to take part in interviews and 49 in focus groups (16 took part in both an interview and a focus group). Participants taking part in individual interviews were each paid an honorarium of £20. Locum cover was provided for focus groups, which occurred during protected learning time. Table 1 outlines the sample characteristics. All data were collected from participants working within the north west of England.
Procedure
Interviews. Interviews were conducted between November 2009 and May 2010. Forty-seven participants were interviewed face to face, and the remaining two were interviewed over the telephone. Participants were asked to talk about their experiences with RTIs, including patient factors, prescribing practices, and various aspects of RTI consultations. Interviews were structured around a topic guide but the interviewers were also responsive to issues emerging from participants' accounts. The mean interview length was 28 minutes (range 9-57 minutes).
Focus groups. Six focus groups were conducted between December 2009 and June 2010: two with GPs (n = 3 and n = 3 respectively), one with GP trainees (n = 18), one with both GPs and GP trainees together (n = 16), and two with nurse prescribers (NPs) (n = 5 and n = 4). The mean length was 83 minutes (range 71-101 minutes). The focus groups were recruited as a preliminary to a training intervention to equip primary care clinicians with better communication skills to manage RTI patients (A Chisholm et al, unpublished data, 2011).
Interviews and focus groups were digitally audiorecorded and transcribed verbatim, and identifying information (for example, names, practice locations) removed. An iterative process was used, in which emerging themes were explored throughout the data-collection process and specifically attended to and developed in further interviews and focus groups. In this way, analysis of the different groups of prescribers occurred in parallel with sampling and data collection.
Analysis. A grounded theory approach to analysis was used to develop conceptual categories from the dataset. 39 Categories, developed through the identification of recurrent patterns, were organised into themes by identifying codes that grouped together along common dimensions. This document was refined and elaborated in light of incoming data and discussion between research group members, including researchers and clinicians with expertise in health psychology and medicine. Category boundaries were tested by seeking to identify disconfirmatory evidence within subsequent interviews. This process of constant comparison between the interview data and analysis allowed categories to be developed until thematic saturation was reached.
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RESULTS
The results are organised in three sections: first, descriptive data on the nature of RTI consultations and prescribers' use of DP; secondly, the reasons for using DP; and finally, the problems with DP. Quotes from participants are displayed, and are attributed to individual interviews or focus groups using identifiers (for example, GP1, NP2, NP focus group 1).
Nature of RTI consultations and the use of DP Although the absolute frequency varied between prescribers, all reported seeing patients with RTIs regularly, usually daily:
'Pretty much every day that I am working. So I work Monday to Friday, so at least, at least one consultation every day at least.'
'I would say at least three-quarters of the time, three-quarters of my case load.'
Although some prescribers saw RTI consultations as being relatively simple, they were viewed by others as challenging, due to patients' expectations of antibiotics. These expectations were believed to have arisen from patients' previous experiences of receiving an antibiotic for an RTI and the perceived success of this treatment. Prescribers found it difficult to convince patients that an antibiotic was unnecessary:
'If you are dishing out an antibiotic that is an easy consultation. Whereas if you try and educate them that is where the difficulty starts because they have got that thing in their mind that whenever they have got a cough they have to [have an antibiotic].' (GP9) 'It's difficult because they go "well last time I had this exact thing and Dr so and so gave me antibiotics, why won't you?" ... it puts you in such a difficult [position] ... and sometimes I have had to sort of give delayed scripts even though I really don't want to.' (trainee GP8) However, some prescribers commented that there was a tendency to assume that patients expect antibiotics, when this was not necessarily the case, suggesting that clinicians may overestimate patient expectations and thus the potential difficulty of these consultations: 'Sometimes they just ring up and say "could I have a cough bottle" ... you expect to have a big argument on the reason ... then you don't ... you are assuming ... they might not want an antibiotic, they just want to get it checked.' (GP9) One prescriber (trainee GP15) reported using DP regularly, while one (trainee GP14) revealed that they had never felt sufficiently comfortable with the strategy to implement it. All other prescribers reported using DP infrequently:
'I must say it's not that often I use it but I do do sometimes ... I probably only ever do it about once every 3 or 4 months, it's not that often.' (NP1) '20% of the time, maybe 10-20% of the time; it's not frequent by any means.' (GP13)
The majority of prescribers used the DP method of giving the patient the script with instructions only to collect it if symptoms persist or worsen. While prescribers were aware of the post-dating and 'call and collect' methods, these were rarely used as they were felt to be too restrictive to the patient and to demonstrate a lack of trust, which could lead to confrontation: 'I know there is a facility to post date it, on the system but I have not used that ... if I really felt that they weren't [appropriate] and I prescribed it, it would usually be because the consultation is leading to a confrontation, and so I probably wouldn't do that [post-date], because of the confrontation that would ensue.' (trainee GP1) However, one NP reported using postdating, due to the belief that if the script was not post-dated, the patient would immediately collect and use the antibiotics:
'You have to make sure you put the following day's date on it ... this research that I read said that if you give mum the prescription there and then with that day's date on it and say wait 24 hours she'll go get it, take it home, may wait but the day after if the child's still got a temp she'll give it whether it needs it or not ... that's why I always put the second day's date on it.' (NP focus group 2)
Reasons for using delayed prescribing Prescribers generally described feeling uncomfortable about using DP as a strategy, and often sought to justify their actions in various ways. The decision to use DP was often presented as resulting from a complex decision-making process that took a variety of factors into account. The two main reasons that DP was used were for managing clinical uncertainty and managing the interaction.
Managing clinical uncertainty. Many prescribers commented upon the difficulty in distinguishing with certainty between viral and bacterial infections on the basis of symptoms alone, and often resorted to heuristics in making a diagnosis:
'You base a lot of it on your experience of what an ill person looks like.' (GP13) DP was used to manage this uncertainty and was perceived as providing a 'safety net' for the practitioner as well as the patient. In particular, DP was employed by GPs and some trainees when there was a degree of ambiguity in the diagnosis or to safeguard against the possibility that something may have been missed during the consultation:
'If there is ambiguity there, then I would like to have a safety net in place ... if I was satisfied that there wasn't any ambiguity, then I can't see any logical reason for a delayed prescription ... I don't know how many cases there are when there isn't ambiguity in my mind, probably not that many.' (trainee GP13) 'It can change and you get caught out ... It's just possible you know that I haven't heard the noise in the chest or something.' (GP5)
In addition to using DP to manage uncertainty in the immediate clinical context, the strategy was also employed as a form of managing symptoms if they worsened at a later time:
'Chances are this is all going to be better in the next 2-3 days, but if you start to get better, and then you start to get worse, in a new way, so, you know, it changes that you think you are getting better and then suddenly the next day you start to get worse, but it's not quite what it was before, you might be getting a secondary infection, well take them then. It's not often that that happens though.' (GP14) DP was also a way of limiting the need to involve other services such as the emergency department, if the condition deteriorated or patients couldn't access their doctor:
'Patients cannot come back to a GP on a Saturday or a Sunday; they are then left with a system where they are seeing somebody that they don't know, they are usually faced with a trip or an experience of either an A&E, a walk-in centre, an on-call.' (NP2)
In contrast, NPs (and some GP trainees) tended not to use DP in these circumstances, preferring patients to reconsult, believing this to be safer clinical practice:
'You are prescribing them for something that you don't really know until, unless you have actually seen them and I would rather see them again ... Just from the safety aspect of it.' (NP7) This key difference between nurses and GPs with regard to prescribing when there is uncertainty in the diagnosis may lie in the degree of autonomy and responsibility that nurses and GPs have. Several nurses stated that because they have to record and justify their prescribing decisions, they would not prescribe antibiotics unless they were sure they were needed. On the other hand, GPs tended to be more concerned about what would happen if antibiotics were not prescribed and the patient worsened as a result. This suggests that NPs may be more comfortable refusing antibiotics because they feel more likely to be criticised for giving antibiotics when they are not clearly indicated, while the opposite may be true for GPs:
'We have to document what we see don't [we], we can't, we can't give it if there's no indication, we tell this to patients all the time, if they don't like it, there's nothing we can do.' (NP focus group 1) 'We've had this argument with doctors ... because we've seen a patient and its typical viral but [if] the patient's not happy they go to the GP, out of hours, they give them antibiotics and their reasoning is if they didn't give them antibiotics and something happened later.' (NP focus group 1)
One GP also commented on the use of guidelines and monitoring as a reason for reduced prescribing, and suggested that their own prescribing practice would Managing the interaction. Prescribers commonly found consultations confrontational, due to a perception that patients expect antibiotics for RTIs. This was seen as potentially damaging to the clinician-patient relationship, and prescribers sought to avoid or limit this conflict wherever possible. DP was viewed by some as a useful strategy for dealing with these difficult consultations while maintaining the clinician-patient relationship: 'It's ... like a battlefield and somehow I think we have to find ways to get alongside our patients ... so that they don't see us as kind of having to battle with us ... that's a very unhelpful dynamic ... it's sometimes better to then go for a deferred prescription.' (GP4) DP was also viewed as a compromise between prescribing and not prescribing when the patient wants an antibiotic but the practitioner does not consider it is clinically indicated. In this sense, DP was seen as a negotiation tool within the clinician-patient interaction, or a way of ending the consultation:
'In effect we have both won ... I am happy because I am not giving them antibiotics in my head, but they are happy because they have got the piece of paper, saying you know they need antibiotics ... I suspect ... they don't even go and get the antibiotics ... they just wanted to be taken seriously, told they may have a chest infection and be ill.' (trainee GP8) Interestingly, most NPs did not report experiencing particularly confrontational consultations, while those who did stated that they would not yield to patient pressure or conflict. This ability to refuse antibiotics in the face of patient expectation was attributed to a number of factors including confidence in their skills, a good support network, consistent prescribing within the team, having a clear protocol that governs their prescribing, and having more time to deal with patients:
'Patients are demanding and expecting things, and we are giving out potentially unsafe, not evidenced-based medicines because we can't be bothered with the uncomfortableness of a confrontation ... you have to be very confident, in your medicine to say no, I think, to people and I am quite confident ... it comes from being supported by the medical staff definitely and working in a place where everyone does the same thing.' (NP10) ' The GP has got this timeframe and he wants them in and out, so it's easy to write a script for what he wants and then he's onto the next patient, whereas sometimes we can stand up for ourselves a bit more.' (NP focus group 1)
Another way in which DP was used to manage patient expectations was to demonstrate to patients that their illness was being taken seriously: 'It's a psychological safety net. I am using a deferred prescription where I think it's likely they don't need it, so I am not bothered about whether they collect it or not ... otherwise I would be giving them a prescription for antibiotics straight away. But I think psychologically it acts as a safety net ... a reassurance to them that their concerns have been noted and acted upon.' (GP4) Others employed alternative strategies for communicating that the patient's experience had been taken seriously, without recourse to a DP. This included acknowledging the patient's suffering and offering empathy. In doing this, prescribers do not dismiss the illness and suffering when refusing the antibiotics, but instead seek to validate the patient's illness experience.
'We always say, we know that you're ill, it's just that two different infections, one's bacterial, viral, doesn't mean to say you're not as ill as a bacterial infection ... I say sometimes viruses are worse; it make them feel better.' (NP focus group 1) Furthermore, NPs in particular, described a repertoire of self-management strategies around pain relief, fluid intake, and rest, and saw giving this advice to patients as a central role for them. This was supported by information leaflets that gave patients something to take away with them, but as they are not prescriptions they do not contradict the message that antibiotics are not needed:
'At one time your mum would say, it's fine you know honey and lemon ... sometimes when you say honey and lemon they look at you and say "honey and lemon drink? What do you mean? Do I not need antibiotics?" They've got a sore throat you know, they don't know, they're not being ignorant, they just don't know, so that's just because people don't live near their families like they used to.' (NP focus group 2)
Problems with delayed prescribing Prescribers expressed two sets of concerns with the strategy of DP: the conflicting message that it sends to patients about the efficacy of antibiotics for viral RTIs, and concerns that DP alters the locus of clinical control.
Giving mixed messages. Prescribers were concerned that DP conveys a contradictory message about the use of antibiotics for self-limiting RTIs, since patients are told that antibiotics are ineffective, but are simultaneously provided with a prescription for these antibiotics:
'I sometimes think well are you just fudging the issue ... you are having a bit each way really. You are saying "no you don't need them, but ... I am not prepared to stand up to you and say no outright". And again, you know, if they are going to go home and immediately start them, well you know you may as well just have said "right, take them".' (GP6) It was thought that DP reinforced patients' erroneous beliefs about the efficacy of antibiotics for RTIs and is therefore not an effective strategy for reducing patient expectations of antibiotics or intention to reconsult: 'They come in requesting it specifically and then you have kind of confirmed that you know it is the right thing just by giving them a script.' (trainee GP3) 'I would rather educate a patient, so that, in future they don't just think that they automatically would need [antibiotics] .' (NP10) Altered locus of control. Many prescribers felt that DP puts the onus on the patient to make a clinical decision about whether to take antibiotics. One GP saw this as having potentially positive implications with regard to empowering patients:
' [It] gives people the feeling that they have got some sense of control ... maybe a bit more willing to listen to you about the thing of waiting and seeing ... if it does actually sort of develop into anything ... the feeling being that I have got a prescription that I may not need to use but you know I will do those other things and yes the doctor said if I develop this, that or the other, then I will wait and see actually.' (GP12) However, the remainder of the sample were very uncomfortable with the idea of relinquishing clinical control to patients, and saw this as a negative aspect of DP. Reasons included reluctance to give patients the responsibility for the clinical decision making, lack of trust in patients to only use the prescription if the condition worsened, and the belief that for some patients DP is unsafe practice because they may rely entirely on the antibiotics and fail to seek further help if the condition worsens:
'Putting the onus on a patient to make a clinical decision as to whether they are going to start a treatment or not ... asking a member of the lay public then to sort of make that final call as to whether they start on the antibiotics. It is not something I would do too lightly.' (GP2) 'In some patients it wouldn't be safe to, because actually if you think that they might be getting worse they might need to see a doctor.' (GP8)
The idea of giving patients control over the final clinical decision was seen as even more of a problem in unscheduled services, due to the lack of follow-up opportunities:
'Not that comfortable ... leaving the responsibility to the patient when they are on their own and it may not be just as simple as we think it will be when they have got to make a decision ... these are out-of-hours patients so I shall never see them again. It's not like I am their GP and they can ring me and I remember chatting to them 2 days ago ... I am no longer in control and yet I am responsible.' (GP14) Lack of follow-up was problematic for all prescribers, since few receive feedback about how patients used the prescription.
Only one prescriber indicated that when using DP, they would contact the patient afterwards to find out whether or not the strategy was actually useful:
'If ever I do a delayed prescription I would always follow it up and find out what happened ... I would put them a telephone appointment for the next week and I will always try to contact them and ring them and ask them did they use them; I need to know for my own benefit to see how useful it is or am I just kidding myself that it works.' (NP1)
DISCUSSION
Summary
This is the first study to explore UK primary care prescribers' perceptions of the NICE recommended delayed-prescribing strategy. 4 Findings indicate that while RTI consultations are a common feature of everyday practice and are often perceived as difficult due to patient expectations for antibiotics, the DP strategy is problematic and used infrequently. When used, most prescribers prefer to give the patient a prescription straight away, with instructions about when to get it dispensed (rather than using post-dating or call and collect), as this was felt to communicate trust and to be less likely to lead to confrontation. However, participants felt that when using this method, patients could collect the prescription immediately, and it is therefore unlikely that DP reduces antibiotic use and future expectations for antibiotics. Prescribers had no way of knowing whether the prescription had been used (and hence to learn whether DP is an effective antibiotic-reduction strategy), unless they chose to contact the patient subsequently.
Prescribers highlighted a number of problems with the DP strategy, namely that it presents a mixed message to patients about the efficacy of antibiotics for selflimiting RTIs and creates discomfort through giving patients clinical control over their condition. DP was primarily used to manage diagnostic uncertainty and patient expectations, although some prescribers, particularly GPs working in unscheduled services, NPs, and GP trainees, preferred patients to reconsult if there was ambiguity in the diagnosis. This may reflect the influence of different types of clinician-patient relationships upon RTI management, with those prescribers who do not have a continuing relationship with patients being less comfortable with relinquishing clinical control to them.
These results suggest that when DP is implemented, it is used in line with NICE guidelines, 4 in that it is used as a means of safety netting against the condition worsening and to manage patients who have strong expectations for antibiotics. However, while some clinicians saw consultations about RTIs as confrontational and found it difficult to offer reassurance and refuse antibiotics in the face of patient expectations, others (in particular NPs) described more confidence in refusing antibiotics in response to patient expectations, when there was no clinical indication that they were needed. These clinicians employed alternative strategies, such as justifying the no-prescribing decision in light of the guidelines that govern their prescribing, educating patients about antibiotics and promoting selfmanagement of symptoms, giving leaflets, and empathising with patients and acknowledging their suffering. This suggests that the DP strategy is not the only, or preferred, strategy to manage these issues.
Strengths and limitations
This is the first UK study to look at primary care prescribers' use of, experiences with, and opinions about the DP strategy since its recommendation in the 2008 NICE guidelines. 4 It uses a large qualitative sample (n = 82) and multiple datageneration methods to develop a rich dataset. The inclusion of NPs and GP trainees in the sample affords a broader representation of how the strategy is used by different prescribers who may be subject to different pressures, and represents the first study to compare these different prescribers in their use of the DP strategy. Although NPs are likely to be the primary non-medical prescribing group involved with RTI patients, further work is needed to understand how other non-medical prescribers, such as pharmacists, use the DP strategy for managing these patients.
A further strength of the study is the grounded theory approach used to explore the issues around DP, without a specific hypothesis. This represents a data-driven rather than theory-driven approach, and, as such, data generation and analysis continued until thematic saturation was achieved and no new themes emerged. The analysis revealed important differences in views about the DP strategy, suggesting that the methods used were sufficiently sensitive to reveal new insights in the area of decision making in relation to prescribing.
A limitation of the present study relates to the possibility of interviewer influence, as participants may have felt the need to defend the DP strategy and their own methods of prescribing during the interview, and thus may have presented inaccurate accounts of their actual practice. This could particularly be an issue within the focus group interviews if participants felt the need to defend their professional practice. For this reason, separate focus groups were conducted for NPs and GPs. Within the interviews, the interviewer took a non-judgemental stance and all participants were able to discuss openly instances in which their prescribing had been illogically reasoned or not clinically justified. This suggests that the interviewees felt sufficiently comfortable in presenting socially undesirable views. Nevertheless, to address these issues future studies should aim to observe prescribers during consultations, in order to obtain information about how they use the DP strategy in everyday practice.
Comparison with existing literature Some of the themes in the present study, such as the use of DP to manage patient pressure, and feeling uncomfortable with handing over clinical control to the patient, correspond with those found in research with Australian and Norwegian GPs, 33, 34 suggesting that there are some similarities in different prescribers' and different countries' experiences with DP. However, contrasts also emerged. The data revealed that UK prescribers did not necessarily consider DP in terms of its usefulness in educating patients and reducing antibiotic use, and instead saw DP as presenting a mixed (and potentially contradictory) message with regard to the effectiveness of antibiotics and when they should be used. This indicates the value of studying the use of this strategy in different populations to accurately represent the issues and experiences of prescribers.
In light of previous findings that prescribers often overestimate patient pressure for antibiotics, 40, 41 and that patients often seek illness 'legitimation' 8 and symptom management rather than antibiotics per se, 41 it can be argued that DP may not be the best strategy for managing RTIs. Instead, given that patient satisfaction is dependent upon whether patients' concerns are dealt with, it would appear that strategies such as those more commonly advocated by NPs, which seek to elicit and address patient concerns and acknowledge their illness while educating them in the use of self-management, may be more effective in addressing patient beliefs and reducing long-term reconsultation rates and excessive antibiotic use.
This was the first study to include nonmedical prescribers, and although many of the challenges and concerns were the same, some differences emerged between GPs and NPs in how useful DP was. These may reflect differences in training and the roles: GPs are seen as being primarily responsible for the diagnosis and treatment of illnesses and come from a background of in-depth training in biomedical sciences and experiences of the different medical specialties. 42 NPs, on the other hand, are expected to fulfil a more caring role and are viewed as being more responsible for providing education and support to patients, with in-depth training in communication, health education, and health promotion. 42 Differences were also found over how autonomous the prescribers perceived themselves to be. Nurses worked to strict prescribing guidelines and felt they would be checked and criticised for 'inappropriate prescribing', and used this as a justification to patients for not prescribing antibiotics where they were not clinically indicated. GP trainees, similarly in a position where they expected to justify their decisions, felt confident working within guidelines and not yielding to patient pressure. For both, this allowed prescribers to present the 'no antibiotic prescribing' decision as out of their control and not personal, thus serving to protect the therapeutic relationship.
Another factor to be considered is the care setting in which the prescribers typically work, with differences emerging between scheduled and unscheduled care practice. Those working in scheduled care had the potential for ongoing relationships with their patients and were motivated to protect the clinician-patient relationship in the longer term. Clinicians working in this role viewed a 'no-prescribing' decision as potentially threatening to the relationship, and used DP as a strategy to avoid this. On the other hand, prescribers who worked in unscheduled care, seeing patients on a one-off basis, were less preoccupied about maintaining relationships with patients and more able to stand firm in their clinical decisions.
Implications for research and practice Guidelines need to be clearer that while DP may serve as a useful safety net in case a medical situation deteriorates, it does not appear to be the best way for prescribers to manage patient expectations. Feedback to clinicians about the outcome of DP in individual cases may help them, and prescribing authorities, to monitor the utility of this approach within clinical practice. Training and guidance should focus on alternative methods for identifying patient expectations, communicating sympathy, redressing erroneous treatment and illness beliefs, and equipping patients to manage self-limiting symptoms. Some clinicians in the study were able to use these alternatives to good effect without risking the clinician-patient relationship, and recognised that this had longer-term benefits and that training in these techniques is likely to be a more useful approach in the longer term. Moreover, the findings indicate that different challenges exist for prescribers from different disciplines and working in different settings, and it is important that these differences are recognised and addressed within guidelines and training. DP strategy is used infrequently and inconsistently by prescribers. The two main ways the strategy was used were to manage uncertainty in the diagnosis and to manage patient expectations. While it may be a useful strategy in terms of providing a 'safety net' for doctors in case the condition worsens, the use of DP to manage patient expectation and conflict is problematic, as it is likely to reinforce erroneous beliefs about antibiotics and is therefore unhelpful in promoting self-management and reducing reconsultation rates and antibiotic expectations. Furthermore, when using DP, prescribers were often uncomfortable with the idea of relinquishing clinical control to patients and feel that for some patients it was potentially unsafe to do so. Taken together, this suggests that primary care prescribers do not perceive the DP strategy to be a particularly helpful solution to the problem of reducing antibiotic use for RTIs. Taken with other research on this topic, it is worth reconsidering DP as a central strategy in NICE guidelines. The data from the present study suggest that there are preferred ways in which expectations can be managed without recourse to antibiotics. These include empathising with patients, addressing patient beliefs, and encouraging self-management and appropriate use of services. As such, these kinds of strategies should be explored in more detail as alternative approaches to managing patients with RTIs.
